Papers

Editorial by
Emanuel

Care of the Elderly,
Imperial College
School of Medicine,
Hammersmith
Hospital, London
W12 ONN

Rebekah Schiff
clinical research fellow
Chakravarthi
Rajkumar

senior lecturer
Christopher Bulpitt
professor
Correspondence to:
R Schiff
rebekah@rspscomp.

demon.co.uk

BMJ 2000;320:1640-1

1640

6 Sutton S, Saidi G, Bickler G, Hunter J. Does routine screening for breast
cancer raise anxiety? Results from a three wave prospective study in Eng-
land. ] Epidemiol Community Health 1995;49:413-8.

7 Lerman L, Trock B, Rimer B, Jepson C, Brody D, Boyce A. Psychological
side effects of breast cancer screening. Health Psychol 1991;10:259-67.

8 Gram I, Lund E, Slenker S. Quality of life following a false positive mam-
mogram. Br | Cancer 1990;62:1018-22.

9 Ellman R, Angeli N, Christians A, Moss S, Chamberlain J, Maguire P. Psy-

chiatric morbidity associated with screening for breast cancer. Br | Cancer

1989;60:781-4.

Lidbrink E, Elfving J, Frisell J, Jonsson E. Neglected aspects of false posi-

tive findings of mammography in breast cancer screening: analysis of

false positive cases from the Stockholm trial. BM/ 1996;312:273-6.

11 Ransohoff D, Harris R. Lessons from the mammography screening con-

troversy: can we improve the debate? Ann Intern Med 1997;127:1029-34.

Fletcher S. False-positive screening mammograms: good news, but more

to do. Ann Intern Med 1999;131:60-2.

National Institutes of Health consensus statement. Breast cancer screening

Jfor women ages 40-49. Bethesda, MD: National Cancer Institute, 1997.

14 Ernster VL, Barclay J, Kerlikowske K, Grady D, Henderson C. Incidence

of and treatment for ductal carcinoma in situ of the breast. JAMA

1996;275:913-8.

Ernster VL, Barclay J. Increases in ductal carcinoma in situ (DCIS) of the

breast in relation to mammography: a dilemma. Monogr Natl Cancer Inst

1997;22:151-6.

Welch H, Black W. Using autopsy series to estimate the disease “reservoir”

for ductal carcinoma in situ of the breast: how much more breast cancer

can we find? Ann Intern Med 1997;127:1023-8.

17 Page D, Dupont W, Rogers L, Jensen R, Schuyler P. Continued local
recurrence of carcinoma 15-25 years after a diagnosis of low grade duc-
tal carcinoma in situ of the breast treated only by biopsy. Cancer
1995:76:1197-2000.

1

—_
o

=y

—_
ot

1

=)

18 Blackman DK, Bennett EM, Miller DS. Trends in self-reported use of
mammograms (1989-1997) and Papanicolaou tests (1991-1997)—
behavioral risk factor surveillance system. MMWR CDC Surveill Summ
1999;48:1-22.

19 US Bureau of the Census. Statistical abstract of the United States, 117th ed.
Washington, DC: US Bureau of the Census, 1997.

20 Woloshin S, Schwartz LM, Byram S, Fishhoff B, Welch H. A new scale for
assessing perceptions of chance: a validation study. Med Decis Making
2000. (In press.)

21 Ruggles S, Sobek M. Integrated public use microdata series: version 2.0.
Minneapolis: Historical Census Projects, University of Minnesota, 1997.

22 Blendon R, Scheck A, Donelan K, Hill C, Smith M, Beatrice D, et al. How
white and African Americans view their health and social problems.
JAMA 1995;273:341-5.

23 Fowler F Jr. Survey research methods, 2nd ed. Newbury Park: Sage, 1993.

24 Kerlikowske K, Grady D, Rubin SM, Sandrock C, Ernster V. Efficacy of
screening mammography. A meta-analysis. JAMA 1995;273:149-54.

25 Nystrom L, Rutqvist L, Wall S, Lindgren A, Lindqvist M, Ryden S, et al.
Breast cancer screening with mammography: overview of Swedish rand-
omized trials. Lancet 1993;341:973-8.

26 Gotzsche P, Olsen O. Is screening for breast cancer with mammography
justifiable? Lancet 2000;355:129-34.

27 Kerlikowskie K, Grady D, Barclay ], Sickles E, Ernster V. Effect of age,
breast density and family history on the sensitivity of first screening
mammography. JAMA 1996;276:33-8.

28 McGinnis J, Foege W. Actual causes of death in the United States. JAMA
1993;270:2207-12.

29 Burman M, Taplin S, Herta D, Elmore J. Effect of false-positive mammo-
grams on interval breast cancer screening in a health maintenance
organization. Ann Intern Med 1999;131:1-6.

(Accepted 15 March 2000)

Views of elderly people on living wills: interview study
Rebekah Schiff, Chakravarthi Rajkumar, Christopher Bulpitt

Living wills or advance statements record people’s
healthcare wishes in case they are unable to contribute
to a decision concerning their health care in the future,
either because of mental incapacity or because physical
disability prevents communication.' Elderly people are
often in this position owing to illnesses such as demen-
tia and strokes that cause dysphasia. The views of
elderly North Americans on this subject are well docu-
mented, but there are no reports of the views of older
people in England.*® This study aimed to determine
the knowledge of elderly inpatients in the United
Kingdom on living wills and their healthcare choices
should they write such a will.

Participants, methods, and results

Seventy four out of 76 medical inpatients approached
answered a questionnaire administered by one
interviewer (RS) at two hospitals in London. All
participants were aged over 65 and had a normal score
on the abbreviated mental test. Ethical approval had
been obtained.

The participants’ mean age was 81 (range 66-97)
years; 73 participants were white and one was Asian
(lack of fluency in English precluded other eligible
people). Most lived in independent housing (69; 93%),
either alone (44; 64%) or with family members (25;
36%). One participant was wheelchair dependent; oth-
ers could walk: 25 (34%) independently, 26 (35%) with
sticks, 22 (30%) with a frame. Half received home help.
Of 69 participants who completed the BASDEC
depression profile, 11 had a score of 7 or above,'
suggesting depression.

Sixty one participants (82%; 95% confidence inter-
val 72% to 90%) had not heard of living wills, advance
directives, or advance statements. Of the 13 people
who said they had heard of living wills, only four
correctly defined them; most, as previously noted,’
thought that the term applied to financial arrange-
ments after death.

Most people chose relatives as a healthcare
proxy:12 (17%; 9% to 27%) chose their spouse and 45
(63%; 50% to 73%) chose other relatives; friends (n=4
(6%; 2% to 13%) and doctors (n=16 (22%; 13% to
34%) were also nominated. People were specific as to
which family member they would wish consulted. Five
of 17 people living with their spouse (29%; 10% to
56%) did not choose them as a healthcare proxy. They
stated it was not fair to expect them to make these
types of decisions; they would be too emotional to be
rational and they would not make the decision the par-
ticipant would have wanted. Seventeen (24%); 14% to
35%) had discussed issues surrounding medical care
with their proposed healthcare proxies.

Our elderly participants found many disabilities
unacceptable, stating that they preferred “comfort
only” care, even if they might die, to active treatment
(table). The single condition most feared was advanced
dementia (n =56 (78%; 66% to 87%), and this became
even less acceptable when combined with other
disabilities. Least feared was being in a wheelchair
(n=17 (24%; 14% to 35%). Women were less likely
than men to request active treatment options: geomet-
ric mean (out of 27 disabilities) 3.2 for women, 6.5 for
men; ratio difference=2.0 (1.1 to 3.8; P=0.04) after
adjustment for age.
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Percentage of patients (n=74) who would not want active treatments for any additional iliness (for example, pneumonia) if they had
disabilities. The diagonal gives the percentage of participants preferring “comfort only” care should they have one of seven disabilities

and the other results refer to a combination of two of them

Fed by percutaneous

Unable to Ina endoscopic Advanced Doubly
Disability speak wheelchair Bed bound gastrostomy dementia Blind incontinent
Unable to speak 52
In a wheelchair 64 24
Bed bound 78 NA 58
Fed by percutaneous endoscopic gastrostomy 77 74 81 57
Advanced dementia 90 83 92 90 78
Blind 82 78 82 79 88 44
Doubly incontinent 82 76 81 79 89 82 53

NA=not applicable.

At the end stage of a terminal disease, 68 people
(94%) said they would refuse surgery, 67 (93%) artificial
feeding, 66 (92%) ventilation, 65 (90%) cardiopulmon-
ary resuscitation, 62 (86%) subcutaneous or intra-
venous fluids, and 59 (82%) antibiotics.

Fifty participants (74%) expressed interest in
writing a living will, most commonly because their
views would be known (25; 34%) and to relieve the bur-
den of decisions on their family (22; 30%). Women and
men were equally interested in writing a living will.

Comment

Despite little previous knowledge of living wills, many
older people were interested in the concept. Most eld-
erly people have clear views on the issues raised in liv-
ing wills, and 92% indicated when they would no
longer wish their lives to be prolonged by medical
interventions. A living will specially designed for
elderly people may be appropriate and is being
prepared.
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Contributors: RS had the original idea for the study and will
act as guarantor; RS, CB and CR designed the questionnaire; RS
conducted the interviews. RS wrote the first draft of the paper,
CB and CR revised the manuscript.

Funding: None.

Competing interests: None declared.

1 Sommerville A. Advance statements about medical treatment. London: BM]
Publishing Group, 1995.

2 Gamble E, McDonald P, Lichstein P. Knowledge attitudes, and behaviour
of elderly persons regarding living wills. Arch Intern Med 1991;151:277-
80.

3 Elder NC, Schneider FD, Zweig SC, Peters PG Jr, Ely JW. Community atti-
tudes and knowledge about advance care directives. | Am Board Family
Practice 1992;5:565-72.

4 Adshead F, Day Cody D, Pitt B. BASDEC: a novel screening instrument
for depression in elderly medical inpatients. BMJ 1992;305:397.
(Accepted 15 March 2000)

Correction

Burns after photodynamic therapy

An authors’ error occurred in this drug point by Shehan
Hettiaratchy and others (6 May, p 1245). The last sentence of
the second paragraph should have read, “All subjects signed
a standard consent form of the Association of the British
Pharmaceutical Industry and no fault compensation is
available” rather than the published, “As the men had signed
disclaimers before the trial, they were not automatically
entitled to compensation.”

Family medicine
Two case histories

My mother in law has never been a great walker, but at nearly 80
she has kept active and takes a lively interest in the world and her
family. She and her husband love Majorca and spend time there
every winter. She has put on some weight over the years and her
knees began to cause trouble. Just before Christmas they got
worse and her break in Majorca was partly spoilt by a stiff neck.
On her return she was treated to a massage, but she was finding it
difficult to walk up stairs and wondered if she would need knee
replacements. I realised all was not well when she had to do the
weekly ironing session sitting down. Also, for the first time in the
30 years that I have known her, she had lost her joie de vivre.
Never a complainer, she visited my partner three months after
her symptoms had started. An erythrocyte sedimentation rate of
91, haemoglobin of 10.9, and normal protein electrophoresis
made the diagnosis obvious. Within 24 hours of oral steroids her
bounce had returned.

My mother has been a keen walker all her life and never puts
on weight. She joined a prestigious fell walking club in her 80th
year, and at 81 she went to Scotland to “bag some Munros”
(Scottish mountains over 3000 feet). In March during a walk near
her London home she developed severe cramp in her hips and
after leaving the lunchtime pub had to give up. The acute pain

settled, but walking became more difficult. Her GP referred her
for a hip replacement, and we worried about her future mobility.
When we visited in April I was shocked to see her limping. The
next weekend she visited us and complained that she had
strained her shoulder in the garden. When I rang the following
week she was finding it hard to climb the stairs and could not
turn over in bed. The penny dropped with a clang. Never one to
complain, she hadn’t told her GP of all these symptoms. A few
days later the erythrocyte sedimentation rate came back at 65 and
the haemoglobin at10.2. The hip radiograph was within normal
limits. While awaiting the results she became almost immobile
and didn’t know how she could carry on. Within two hours of
taking the steroids she could get out of the chair without difficulty,
and that night she could sleep again, although full mobility took
several weeks to return.

Diagnosed with polymyalgia rheumatica within two weeks of
each other, they swap steroid stories and compare doses. Both
sides of the family went to Majorca this October to celebrate the
80th birthday. Some walked further than others, but all had a
spring in their step.

Jean Brown general practitioner, Ottery St Mary, Devon
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